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One of the very important points to be observed in

closing a wound after a celiotomy is to evert the peri-
toneal edges and thus avoid adhesions of the viscera to
the wound. By any of the old methods of suturing this
was a very difficult thing to do and often so tedious that
no attempt was made to evert the edges. I have prac-ticed this new stitch now in eight cases and find it an

Flg. 1.—Suture of peritoneum.

ideal one. I use No. 3 chromicized catgut, and thus
have a suture material that, while extra heavy for the
peritoneum, is just right for the fasci\l=ae\,and, as only a
small amount of it is used, the extra size is of small
consequence. Any right-angled curved needle with a
handle will do, but I am having made one with a glover'sneedle point and a round eye, so that the same needle
will do for closing each layer separately and finally the
skin, using horse hair or No. 1 pyoktanin catgut for thelatter. One end of the catgut is threaded on a straight
needle for the assistant and the other end is threaded
on the needle of the operator. The assistant first passes

his needle through the peritoneal angle of the wound
and ties a reef knot, leaving about two-thirds of the
suture material on the operator's side. The operator
now passes his needle through the transversalis fascia
and peritoneum, and the assistant catches up the loop,taking care always to catch only the thread next to the
first knot. This is repeated until the other end of the
incision is reached, and the assistant then ties another
reef knot. Next the needles are passed through the

Flg. 2.—Placing of sutures which may be removed.

fascial edges at the adjacent angle to the wound, and the
same method used in approximating them, simply turn-ing "about face" and closing the fasciae, ending at the
same end of the wound at which the suture began.
In case one desires to use silkworm gut or wire for

suturing material and later to remove them, a piece of
gauze is fastened to the suture ends and the sutures
passed through the skin down to the angle of the peri-
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toneal wound, the needles are then rethreaded and the
shuttle stitch begun as when the catgut was used.
The advantages of this stitch are:
First.—The peritoneal edges are accurately everted.
Second.—Only about one-half of the quantity of

buried suture material is required.
Third.—The fascial edges are everted and thus a

broad surface for their union is coapted.
Fourth.—One-half of the time is saved in suturing.
Fifth.—The figure-of-eight snture, if desired, can be

placed easily just before closing the skin wound.

CASE OF CHRONIC ULCERATIVE CHOLECYS-
TITIS WITHOUT GALLSTONES AND WITH

NO SYMPTOMS REFERABLE TO THIS
CONDITION.
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FREDERICK E. BEAL, M.D.
NEW YORK CITY.

The following case is reported as showing the pos-
sibilities of an evident chronic ulcerative cholecystitis,
without gallstones, without stenosis of the cystic duct,
which eventually perforated the gall bladder, with no
definite history, and giving, up to the time of perfora-
tion, absolutely no symptoms pointing to its existence.

Patient.\p=m-\Mr.C., aged 38, married, hotelkeeper, had lived
the greater part of his life on the coast in a city in the ex-

treme south. Family history was negative.
Personal History.\p=m-\Hehad measles when about 10 years of

age and he had no remembrance of ever having had malaria.
He had had nothing else of moment until July, 1906\p=m-\four
months previous to death\p=m-\whenhe had an attack spoken of
by himself and his wife as a "bilious spell," coming on after
a heavy meal, with griping pains over the epigastrium, vomit-
ing of a bitter greenish material, some fever and headache;
there were no chills nor jaundice, and the entire attack lasted
but a day or two. After this attack perfect health prevailed,
with the exception of considerable annoyance from pruritus
ani and occasional discharge or moisture about the rectum,
with no pain. This condition had existed, however, with grad-
ually increasing severity for a year or two previously, to the
best of the patient's recollection.
Operation.—On October 11, the man was operated on by Dr.

Tuttle, for a small blind fistula and hemorrhoids, by the clamp
and cautery method. Convalescence was immediate, prompt
and complete. No symptoms nor signs were present indicating
the slightest trouble anywhere. The itching ceased entirely
and did not recur. There was no fever, pulse was normal,
appetite good, tongue clear, and skin good color.
Postoperative History.—Ten days after the operation, when

leaving the hospital, the patient complained of pain in the
right side in the region of the hepatic flexure of the colon
or lower border of the short ribs. He was temporarily re-

lieved by aromatic spirits of ammonia, but the pain returned
later and the physician at the hotel at which he was stopping
administered morphin hypodermically.
At 4 o'clock the next morning the patient was awakened by

severe pain in the region of the base of the right lung, char-
acterized as sharp, cutting and intensified by breathing. Dr.
Tuttle saw him an hour later and found a diaphragmatic
pleurisy, temperature 100.6, pulse 96, respirations 36. There
was no chill and no tenderness or rigidity anywhere in abdo-
men.
Dr. Beal saw the man at 11 o'clock the same morning, and

found him complaining of pain referred to base of right lung,
exaggerated by deep breathing. Temperature was 99.4, pulse
94, respirations 36. There were friction rales corresponding
to the upper border of the liver, there were no moist rales

or consolidation in lung; there was no exúdate in the pleura.
The skin was slightly moist, warm and of good color. There
was no pain or tenderness over the abdomen; urine had passed
freely; bowels had not moved since the previous day. After
strapping the side with plain adhesive plaster and ordering a

laxative and enema, the patient was left feeling much more

comfortable.
Dr. Beal was hastily summoned at 5 o'clock in the after-

noon because of sudden and severe pain in the abdomen. He
found the patient in marked collapse, pulse almost imper-
ceptible at wrist and ranging from 130 to 140; temperature
98.6, respirations 30, jerky and audible; skin pale and cov-
ered with cold perspiration; pupils slightly dilated, expression
anxious. The abdomen was distended, rigid and exquisitely
tender to palpation, especially over the right hypocbondrium.
The pain became more intense over the entire abdomen, but
was mostly in the right axillary line below the short ribs.
It was not marked, nor was there especial tenderness over the
gall bladder or the appendix. There was no tension of the
right rectus muscle.
A consultation with Drs. Tuttle and John A. Wyeth de-

cided a probable rupture of some viscus, but the condition of
the patient allowed of no attempt at relief by opening the
abdomen. All efforts to counteract the shock or to overcome

the paralysis of the bowels were unavailing, the patient dying
in 48 hours after the rupture, with little or no improvement
at any time in the condition of collapse which would have
rendered operation advisable.
Postmortem Examination.—The autopsy as made and re-

ported by Dr. Jeffries disclosed the following condition:
Thorax: Heart and pericardium were normal. The right

lung had moderate adhesions of recent formation in lateral
and posterior surfaces from apex to base. At the diaphrag-
matic surface the lung was so firmly adherent by old fibrinous
adhesions that it was impossible to separate the lung from
the diaphragm. The left lung had one small, light adhesion
at the posterior aspect of apex. Both lungs otherwise normal.
Abdomen: There was general peritonitis with congestion of

all the blood vessels. Adhesions were not general, but all the
tissues about the lower surface of the liver were firmly matted
together. Just below the free end of the gall bladder a small
pocket of pus about the size of a hickory nut was found be-
tween the surfaces of a reflection of the duodenum and the
gall bladder. Adjacent to this was also a spot on the trans-
verse colon with strong adhesions and marked evidence of
chronic inflammation. Tha gall bladder presented a small
perforation at its free end. Its inner surface gave evidence
of chronic ulcerative cholecystitis with several spots of in-
complete perforation at various points on its inner surface.
There were no signs of gallstones. The cystic duct was not
stenosed. In the peritoneal cavity there was about one quart
of turbid, bile-colored fluid. The fluid in the gall bladder was
of the same character as that in the peritoneal cavity. The
liver was normal in size and well advanced in fatty changes.
The kidneys were congested and were in a state of acute
parenchymatous nephritis.
The condition was undoubtedly a chronic ulcerative cholecys-

titis with acute exacerbation and perforation. The firm ad-
hesion between the gall bladder and the transverse colon was
either a former perforation, or more probably an extension
of the inflammation through the wall of the gall bladder.
76 West Eighty-fifth Street.

Proper Names in Medical Nomenclature.—This was the title
of an inaugural thesis presented at Erlangen, 1906, by H.
Orth, which is a valuable addition to reference literature. The
Monatshefte f. prakt. Dermatologie, No. 11, Dee. 1, culls from
the list those names relating to cutaneous affections and
syphilis, and gives them with the definitions. Among the less
familiar we note "Beckmann's method"—determination of the
freezing point of blood and urine in test of kidney function-
ing; "Marochetti's blisters"—observed under the tongue in
case of hydrophobia; "Schoenlein's triad in purpura"—exan-
them, rheumatic phenomena and gastrointestinal disturbances;
"Shelley's sign in grip"—sago-like eruption on palate and
lips; and "Zangel's apostem"—condyloma.
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